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What is Medicaid?

Medicaid is jointly funded by federal and state
governments, and provides health coverage
for selected categories of individuals with low

4

Income and limited resources. I

~

Wyoming
Department
of Health

ooooooooooooooooooo




Medicaid Coverage Groups & Categories

Wyoming covers many eligibility groups within

three major categories:

» Family and Children

» Medicare Savings Programs

» Aged, Blind, or Disabled
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Who is Eligible for Wyoming Medicaid?
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Medicaid Applications

~ The Department of Health
handles all Medicaid M
applications within two business

units in Cheyenne:

WDH - Customer Service Center
WDH - Long term Care Unit
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WDH - Customer Service Center

The Customer Service Center
processes applications and
determines eligibility for the following
programs:

Family and Children (MAGI)

Employed Individuals with Disabilities (EID)
Supplemental Security Income (SSI)
Medicare Savings Program (MSP)

Breast and Cervical Cancer (BCC) X
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WDH - Customer Service Center

Mail or bring Medicaid application to:
WDH - Customer Service Center

3001 E. Pershing Blvd, Suite 125
Cheyenne, WY 82009

Fax To:
WDH - Customer Service Center 1-855-329-5205

Apply by phone:

WDH - Customer Service Center 1-855-294-2127

&
Email to: >
. . Wyoming
wesapplications@wyo.gov Department

of Health
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WDH — Long Term Care Unit

The Long Term Care Unit processes Medicaid
applications for the following programs:

Nursing Homes

Home and Community Based Services (HCBS) Waivers
Inpatient Hospital Care

Hospice
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WDH - Long Term Care Unit:

Mail or bring paper application to:

122 West 25th St
4th Floor West
Cheyenne, WY 82002

Fax to:
1-307-777-8399

Apply by phone:
1-855-203-2936

/

Email to: g

Department

ltcunit@wyo.gov of Health

ooooooooooooooooooo




Application Processing Timeframes

Applications are entered in the Wyoming Eligibility

System (WES) and distributed to the appropriate

Financial Eligibility Specialist. The specialist will:
Screen application;

Complete a phone interview with the applicant or authorized
representative; and

Send a notice requesting verification, if needed.

Application Processing Timeframes:

Applicant should send verification for all resources marked “yes”
In Appendix D of the application to speed up the processing,,
timeframe. &
45 days when verifications are included Wyom.l'ng
. o ) Department
60 days when waiting for verification of Health
90 days when a disability determination is pending. = |
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Reopening Timeframes

Reason a case may be closed or denied:

Failure to provide all requested verifications
Failure to complete/submit renewal form
Other eligibility factors such as over income or over resources

Reopening Timeframes:

Renewal — 90 days from closure notice
New applications — 60 days from denial

Must provide all verification and be eligible for case to be

4
reopened e
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Renewals

The renewal form and notice are automatically

generated and mailed by the system, at the beginning of
the month prior to the renewal due date.

Closure notice is automatically generated by the system
when the renewal is not received (except during the

Public Health Emergency (PHE)).

Benefits are being continued during the PHE- unless the client
passes away, moves out of state, requests closure, substantiated
fraud or agency error.
%
Processing timeframe for a renewal is 30 days. It "%
may take longer when waiting for verifications.  pegarmen

of Health
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Eligibility Requirements
Aged, Blind or Disabled Programs

~ Aged (65 or older), Blind, or
Disabled

Inpatient Hospital
Community Choices Home & Community Based
/ Waiver

g f Nursing Home
, Age Limit
| Acquired Brain Injury (ABI) - 21 - 64

~ Clients may continue to be eligible, after age
65, if they were active on the waiver %

before their 65th birthday N %
yoming
Children’s Mental Health - 4 - 20 Dgfpﬁrglhehnt

CCW - 19 or older



Supplemental Security Income (SSI) Clients

If the applicant receives SSI.

They will need to complete the application for the Community
Choice Waliver,
or Supports Waiver,

They will not need a financial application as long as they are in
current SSI status through the Social Security Office.

Please reach out to your Financial Eligibility Specialist to have
them check the SSI status if you are unsure.

If the applicant receives Social Security Disability Insurance.’=

(SSDI), then they DO need a financial application. o
Department
of Health
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https://health.wyo.gov/healthcarefin/hcbs/ccw-participant-services-and-eligibility/
https://health.wyo.gov/healthcarefin/hcbs/dd-participant-services-and-eligibility/

Application Stepl
|

If a child is applying for a program (ex: CMH, Supports, or Comprehensive Waiver) only include the child's information on the form.

Page 10f10
Please print in capital letters using black or dark blue ink only.
Fill in the circles ( O) like this . @
. y . .
STEP 1: Tell us about yourself. Enter ap?h.cant S |r}format|on
(We need one adult in the family to be the contact person for your application.) or parent S I nform atlon for a
1. Firstname Middle name Lastname Suffix m I nor Ch I Id
2. Home address (Leave blank if you don’t have one ) /
4_City 5_State B. ZIP code 7. County
8. Mailing address (if different from home address) _p-
< The mailing ad_dr(_ass can be for
X T see |12z code 13 County the person assisting in
o completing the application.
@e number 15. Second phone number> p g p p
( ) ( )

16

Would you like to recieve information about your application, benefits or other imw Wyoming Department of Health?
Email O YesONo Email address:

Text () Yes () No

Preferred Number:

[J
17. If you are currently recieving electronic notifications arnd would like to opt out, please check here: O Email O Tex “J /\
V’
18. Preferred language: ~ Written Spoken “Afs
/e

: _ ) Wyoming
14: Provide a working phone number for the applicant ~ Department

15: Can be a representative phone number of Health

Commit to your health.



Application Step 2 Person 1

STEP 2: PERSON 1 (start with yourself.)

Complete Step 2 foryourself, your spouse/partner and dependents who live with you, and/or anyone on your same federalincome tax return if youfile one. See
page 1 formoreinformationaboutwhotoinclude. Ifyou don'tfile a tax return, rememberto still add the people in your household.

Page 2 of 10

1. Firstname Middle name Lastname Suffix

3. Are you married? 4. Date ofbirth (mm/dd/yyyy)

O Yes () No

2. Relationship to PERSON 17
SELF

5 Sex
OFemale () Male

B.SocialSecurityNumber{SSN]| | | || | || N |

'Q We need an SSN if you want health coverage and have an SSN or can get one. We use SSNs to check income and other information to see who's
eligible for help paying for health coverage. Formore information ongetting an SSN, visit socijalsecurity.gov, orcall Social Security at 1-800-772-1213. TTY
users can call 1-800-325-0778.

7. Doyou plantofile afederalincome tax return NEXT YEAR? Youcan still apply for coverage even if you don'tfile a federalincome tax return.
YES.Ifyes, answeritemsathroughc. O NO.Ifno,skiptoitemc.
. . OYes

a. Will you file jointly with @ SpoUSE? ... e oo e e O No

If yes, write name of spouse:

b. Will you claim any dependents on your tax retUmm 2. e
If yes, list name(s) of dependents:
c. Willyou be claimed as a dependent on someone’s tax retum . e

e (2YES D) NoO
e (OYES (O No

If yes, listthename of the taxfiler:

8. Are you pregnant? () Yes () No
9 Do you need health coverage? Even if you have coverage, there might be a program with betfer coverage or lower costs.
(O YES.Ifyes, answer all the questions below. (0 NO.Ifno, SKIP to the income questions on page 3. Leave the rest of this page blank. Q

How areyou related tothe tax filer?.

a.lf yes, how many babies are expected during this pregnancy? b. If yes, what is the expected due date?

10. po you have a physical, mental, or emotional health condition that causes limitations in activites(like bathing, dessing, daily chores, etc.), a special health care need,

or live in a medical facility OF MUSING HOMIE ? e e O Yes O No
IF YES, Please compelte Appendix D.
11. AreyouaU.S. eitizenor U.S. national? e (O Yes O Neo

12. Are you a naturalized or derived citizen? (This usually means you were born outside the U.S.) Afteryou complete a andb, SKIP toquestion 14.
O vYEs. Ifyes, completeaandb. NO.If no, continue to question 13.

a. Alien number: b. Certificate number:

13. Ifyou aren’taU.S. citizen or U.S. national, do you have eligible immigration status?(_) YES. Enter document type and 1D number. See below.
Immigration document type Status type (optional) Write yourname as itappears on yourimmigration document

Person 1 information is for
the applicant.

If a child is applying for a
program (ex: CMH,
Supports, or
Comprehensive Waiver)
only include the child's
information on the
application.

If a family is applying for
family and children, then
the whole family needs to
be included in the
application.
0S5
%"
Wyoming
Department
of Health

Commit to your health.



Application Step 2 Person 2 - 6
N

Page 3 of 10 H -
STEP 2. PERSON 2 Note: If this person doesn’t need health coverage, just answer questions 1-11 on this InCIUde Other IndIVIduaIS
N e. Make a copy of pages 3 if there are more than 6 people in your household. in the household

Complete this page foryour spouse/partnerand children who live with you, and/or anyone on your same federal income taxretumn ifyou file one. If youdon't
file a tax return, remember to still add family members who live with you. See page 1 formore information about who toinclude.

Spouse or minor

1. Firstname Middle name Lastname Suffix .
children
2. Relationship to PERSON 17 3. Are you married? 4. Date ofbirth (mm/dd/yyyy) 5. Sex
Male H H
O Yes O No OFemale O Social security number
6. Social Security Number (SSN) | | | |_| | |_| | | | | and Date of Birth are
o We need an SSN if you want health coverage and have an SSN or can get one. We use SSNs to check income and other information to see who's I’eg ul I’ed fO r a.l I
eligible for help paying for health coverage. For more information on getting an SSN, visit socialsecurity.gov, or call Social Security at 1-800-772-1213. TTY . .. I I - f
users can call 1-800-325-0778. individuals applying ror
] ] ] coverage.
7. Doyou plan tofile afederalincome tax return NEXT YEAR? You can still apply forcoverage even ifyou don't file a federalincome tax refumn.
()YES.Ifyes,answeritemsathroughc. () NO.Ifne, skiptoitemec.
a. Will you file jointly with aspouse? OYes O No
If yes, write name of spouse:
b. Will you claim any dependents onyourtax return?.________________ i (O Yes (O No
If yes, list name(s) of dependents:
c. Willyou be claimed as a dependent on someone's tax retum? O Yes (O No
Ifyes, listthe name ofthe tax filer: How are you related to the tax filer?
8. Are you pregnant? () Yes () No  alfyes, how many babies are expected during this pregnancy? b. If yes, what is the expected due date? ./ .
-
9. Do you need health coverage? Even if you have coverage, there might be a program with better coverage or lower costs. ,l \ﬂ ";‘T‘i* °
(O YES.Ifyes, answer all the questions below. 0 (O NO.Ifno, SKIP tothe income questions on page 3. Leave the rest of this page blank. Q ij 2 i
) N
10. Do you have a physical, mental, or emotional health condition that causes limitations in activites(like bathing, dessing, daily chores, etc.), a special health care A
need, or live in a medical facility or nusing home? O Yes (O No Wyomlng
Department

IF YES, Please compelte Appendix D.

CRCeL ~of Health

11. Areyou a U.S. citizen or U.S. national?

Commit to your health.

12. Are you a naturalized or derived citizen? (This usually means you were bom outside the U.S.) Afteryou complete aandb, SKIP to question 14.
() YES.Ifyes, completeaandb. () NO.Ifno, continueto question 13.

a. Alien number: b. Certificate number:




Interfaces

Interfaces and other tools utilized
Asset Verification System (AVS)

Identifies bank accounts within the 5 year look back period

Revenue Information System (RIS)

Identifies registered vehicles or vehicles sold within the 5 year look back
period

Wyoming drivers license or state ID card

County Tax Assessors’ Websites
Identifies property owned by clients

Vital Statistics
Locates birth certificates on individuals born in Wyoming

&
State On Line Query (SOLQ) <
Social Security income D\S;ygtnélrﬁl t

Medicare Part A/B entitlement/premiums of Health

Commit to your health.



Basic Eligibility Requirements For All
Programs

Verification is required for the following:

Social Security Number
Date of Birth
Wyoming Residency

Citizenship
|dentity
1y
=
Wyoming

Department
of Health
ommit to your health.




Application Step 3

STEP 3: Please complete for any household members with income. e

Make additional copies if your household has more than two jobs. Employment status
Current job & income information /

L bt your meome. Start wib fem 1. g O Sep i e 10,

Current job 1:

1. Employer name

a.Whe has this job?

Employment information
b, Employer address (oponal] /

. Caty d State e. Zip Code 2. Employer phone number
HEEEEEN RN NN N
3. Wagesfiips [before taxes] ) Hourly CiWeskly () Every2weeks |4 Awerage hours worked each WEEK
$ ) Twiceamonth () Monthly () Yearly
Current job 2: | you have additional jobs and need more space, attach another sheet of paper.)
5. Employer name | a. Who has this job?
b. Employer address (optional)
o iBm s 2Poste e Self employed
LTI T T T HIETT DT
7. Wapesflips [before taxes) 1 Hourly D Weekly " Every2weeks | 8. Average hours worked each WEEK 'l(k‘)\f
$ (") Twiceamonth () Monthly ) Yearly A i\‘)(.
9. Inthepastyear, didyou: ) Changejobs () Stopworking () Start workingfewerhours (s Noneofthese ?,0
0. Fselfemployed, answer a andb: Wyommg
a. Type ofwork: Department

b. How much natincome (profits once business expenses are paid ) will you getfrom this sef- $ Of Health
employment this month® See instucons.

Commit to your health.



Application Step 3

11, Oiher income youn get this month: Fill in al that apply, and give the amount and how often you get it. Fillin here if none. |_8
NOTE: You don't need to tell us about income from child support, weteran's payments, or Supplemental Security Income (S51).

) Unemployment () Alimony received Include all household
$ How afien? Who? 3 How ofien” fna? income with the

O Pension Net farmingffishin - ;

© o e o o . S . exception of a child

oW Mt : n: - . .

= Som Sy Q[ TTT— applying for a waiver
$ T Wha? $ How ofen? Who? program. For a c_hlld

{) Refirement acoounts ] Otherincome. type: applying for a waiver
$ Fow often® Who? Og How ofien? Who? program, only include

12. Deductions: Fllin all that apply, and give the amount and how often you pay it. you pay for certain things that can be deducted on afederal income tax
retum, teling us about them could make the cost of health coverage alite lower.
HOTE: You shouldn't include child support that you pay, or 3 cost already considered in your answer io net sel-employment.

the child’s income.

i) Alimany paid I") Other deductions, type:

$ How often? $ How often?
I_i Student loan interest

$ How oiten?

13. Complete this gquestion if your income changes during the year, like ifyou only work at a job for part of the year or receive a benefit forcertain

months. i you don't expect changes to your monthly income, skip fo the nexd person.
Yourtotal ncomethisyear Your total income next year (F you think 'l be dfferent)

(_x Fill in f you think your income will be hard to predict.

V4=
[\
MEEDHELFWITH YOUR APPLICATION? Visit wwwi wesystern.wyo.gov, or call us at 1-855-284-2127. Para obtener una copia de este formulanio en % l( “’\‘
Espanol, lame 1-855-204-2127. F you need help in a language other than English, call 1-855-224-2127 and tell the customer servica o \\ ®
9 representative the language you need. We'll get you help at no cost to you_ TTY users can call 1-885-3.20-5204. |f applying for Aged, Blind -/
or Disabled programs call 1-855-203-2036 for help. Wyoming
Department

of Health

Commit to your health.



Income
Aged, Blind or Disabled

~ Income Standard - $2,382
» Inpatient Hospitals
» HCBS Waivers
» Nursing Homes
» Hospice

U8S
o, é(\\ FK@
Y
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Verification Requirements

Gross Income (Before Taxes)

Social Security can be verified by a Financial Eligibility Specialist
through SOLQ or by calling Social Security Administration (SSA)
office. Applicant may also provide a current award letter.

Pension Award Letters- including gross benefit amount and any
deductions

Wage stubs — most recent of 30 days

VA Pension- including a break down of benefits

Railroad Pension

Unemployment Benefits- Award letter and terms of benefit

%
Any change of income must be reported to the LTC unit within 10 days %
Wyoming
Department
of Health
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IRA 401K & Retirement Plans

If a retirement plan is not annuitized, and any portion can be cashed
out at any time, then it may count as both a resource and an
Income source.

Make sure to send all documents needed in order for the Financial
Eligibility Specialist to determine whether is has been annuitized or
has the ability to be cashed out by the applicant.

Nonexempt - Count the cash value stated by the employer,
company, or financial institution when the applicant has the
authority to withdraw the funds.

Exempt pension/retirement funds not available or belonging to an
Ineligible spouse.

&
Annuitized defined: The client N
exchanges a policy’s accumulated cash Wyom.ing
value for payment plan. Department

of Health
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Irrevocable Income Trust

Applicants for the following programs can
submit an irrevocable income trust if their
gross monthly income is over the $2,382 per

month
Community Choices Waiver
Nursing Home
Comprehensive Waiver

Support Waiver o
N
Note: If the applicant has a spouse, then only the gross income ~
amount for the applicant is added together in order to determine if an D?yff?éfé%n
Income trust is needed. If the spouse is the person over income then of Health

the applicant would not need the income trust. Gommit 0 your heath .



Application Step 4

Complete Appendix B if applicable

\ Pagesof 10
STEP 4: Americanindian or Alaska Native (Al/AN) household member(s)

1. Are you or is anyone in your household American Indian or Alaska Native? /
ONO.Ifno.conﬁmmStepi OYES.Iyes.mnS!p&ptsmmedimwwm.

Form Acpres
Appendix B o o, 0381131

Expres: p3a02022

American Indian or Alaska Native (AI/AN) Household Member(s)

Complate this sppendix if a household member are American Indian or Alaska Native and are appiying for coverage. Submit this with your
Appiisabon for Heah Coversge & Help Paying Coste-

e e A It applicant receives per capita
R e — payments please include payment
history.

NOTE: If you have mare people to include, make a copy of this page and attach.

T Name [Firstname, Middie name. Lastname]

2. Member of a federally resognized ribe?
I yes. Tribe name:

3. Has this person ever gotten a service Fom fhe Indian Health Senvice, a tibal heslth program.
or urban Indian heatf program. or through

1f no, is this person efigible to pet senvices from the Indian Health Service, tibal heaith programs,
or urban Indian health programs. or through a referral from one of
4

HIF)L

=
3
-4
w
o
=
<
=
<

usagerights. leases, or royalties.
. farming, ranching,fishing, leases,
(including reservations and former reservations)
- Money from seling things that have cutural signifizance
How often”

$

4B
A‘(\’(

T Name (Firstname, Miode name, Last name]

2. Member of a federally recognized rbe?
Ifyes, Tribe name:

Wyomlng
Department
of Health

Commit to your health.

3. Has this person ever gotten a senvice from e Indian Health Service, a tibal health program,
or urban Indian heai program. o tirough these programs?.
1 no, is this person igible to get services fom the Indian Health Service, tribal heaith programs.
or urban Indian health pragrams, or firough a referal from one of these programs?
.G 2 HIP) L

AVAN PERSON 2:

usagerights, leases, or royalties.
. faming. ing, fishing, leases,
(including reservatons and former reservations)
- Maney from seling things that have cutural significance
How often?




Application Step 5

STEP 5: Your household’s health coverage

4. lsanyone [isted on this application offered health coverage froma job ? Check yes even Fihe coverage isfrom someone else’s job, ke s parenf orspouse, even

) iftheydontacceptihe coverage.

(' YES. Continue and then complete Appendix A. Is this a state employee benefitplan? .

CrNo.

() Yes () No

2 Is anyone enrolled in health coverage now?
) YES. Fyes, continue to question 3. ) NO. I no, SKIP to Question4.

2 Information aboutcurmenthealthcoverage. (Makea copy ofthis page fmore than 2,

haveheaith

coveragenow. )
Wirite the type of coverage. like empleyer insurance, COBRA, Meadicaid, CHIP, Medicare, TRICARE, WA health care program, Peace Comps, or other.

Dron'T fell ws about TRICARE i you have Direct Care or Line of Dudy.)

Name of person enrdlled in health ag

0N Type of coverage:

() Employerinsurance  (C3COBRA () Medicaid (O CHIP () Medicare (D TRICARE () VA healthcareprogram () PeaceComs (7 Other

8

If it's employer insurance: (YouT alse need fo complete Appendix A) Policy/1D numier
Mame ofhealth insurance company
Ifit's another kind of coverage: (" Filinfthisis Marketplace heaith coverage. Policy/ID numiber

Mame of healthinsurance company

Is this a limited-banefit plan, like a school aceident palicy? et

{T)¥es (T3 Mo

Mame of person enrolled in health coverage

=l Type of coverage:
) Employerinsurance (3 COBRA 1) Medicaid () CHIP () Medicare () TRICARE () VA healthcare program 1) Pieace Comps 1) Other
If it's employer insurance: (Youl also need fo complete Appendix A ) PolicyD number

il Mame of health insurance company
Kit's another kind of coverage: (7 Fillinifthisis Marketpiace health coverage. PodicyAD number

Mameof health nsurance company

Is this a limited-benafit plan, ke @ SEhoel BECITRNE PolEY T . ettt s s s et et s sttt et

DiYes (i No

4 Has any chid in your household who is applying for coverage had health coverage that has ended within the past 30 days?

3 YES. I yes, please answer guesfions a-¢c.
a. If yes, whe was covered under this policy?

() NO. I no, skip to Step B

b. What date did the policy end?

. Please specify the reason the policy ended

() Termination of Job:
Coverage was provided under COBRA
Coverage was Do expensive
Employer no longer offers health insurance

() Coverage was not accessible (example: coverage was through an HMO in another state)
Coverage was for a specfic iliness or body part {example cancer policy, vision or dental only)
Coverare was specific to schoolrelated activities (student accidental policy for sports)
Coverage was Medicaid, Indian Health Services, or tribal health-realted
Parent or gaurdian providing insurance became disabled or died, if so how much was the monthly premium?
Other_

Complete Appendix A if insured
through an employer

Tell us about any other health

coverage the household has.

- Employer insurance

- COBRA

- Medicaid

- CHIP

- Medicare

-  TRICARE

- VA health care program

- Peace Corps

- Other, such as a Medicare
supplement or prescription drug
plan

- 4
oo
Include a copy of both ~. [
: /%
sides of all cards Wyoming
Department

of Health

Commit to your health.



Application Step 6
N

STEP 6: Your agreement & signature o . A .
e ova o o Complete #2 only if the applicant is
e ottt - S incarcerated
Fno, i i '. .uu-gnert Qﬁyeas (_réyears O!yeas QZyea'F () 1year )
O.;'"'ma; " R o
2 lsany i i this o i i Jailed)? OYes Oﬂo

If yes, tell us the person's name. The name of the incarcerated person is:
(_xFillinhere i this person is facing

disposition of charges.
If anyone on this application is eligible for Medicaid:
+ I'm gving to the Medicaid agency our rights to pursue and get any money from other health i legal or other thirdparti
I'm also giving to the Medicaid agency nights to pursue and get medical support from a spouse or parent.
- Does any chid on this ion have a parent living cutside of the home? iYes (_iNo

+ If yes, | know Il be asked to cooperate with the agency that collects medical support from an absent parent. If | think that cooperating to collect medical
support will harm me or my children, | can tell Medicaid and | may not have fo cooperate.
+ I'm signing this application under penalty of perjury. which means I've provided true answers to all the questions on this form to the best of

my knowledge. | know that | may be subject to penalties under federal law if | intentionally provide false or untrue information. H H H
+ | know that | must tell Wyoming Medicaid within 10 days if anything changes (and is different than) what | wrote on this application. | can visit Slgn and date the appllcatlon
wesystem wyo 0oy or call 1-855-297-2127 to report any changes. | understand that a change in my information could affect my eligibity 1l . .
ity o mambere)of my househol. To repor changes to e Long Torm Care Ut recly cal 1,688 205.2608. - Electronic signatures have to be an
* | know that under federal law, drsummmomsn'tpumlltedmlhebaslsufraee «color, national origin, sex, age, sexual orientation, gender, identity,

Tinontnt e e o e s oy o St Sty e SUR——— actual signature. Signatures cannot be

« Iknowthat ill be used only b gibility for age,
o e oo e _ _
e e s o e T typed in a cursive font.

Security, andior a consumer reporting agency. If the information doesn't match, we may ask you to send us confirmation.

What should I do if I think my eligibility determination is wrong?
If you don't agree with what you qualify for, in many cases. you can ask for an appeal. Please review your eligibility notice to find appeals instructions.
specific to each person in your household who applies for coverage, inchuding how many days you have to request an appeal. Here's important
information to consider when requesting an appeal:
+ You can have somecne request or participate in your appeal i you want to. That person can be a friend, relative, lawyer, or other individual.

Or, you can request and participate in your appeal on your own.
+ I you request an appeal. you may be able to keep your eligibiity for coverage while your appeal is pending.
+ The outcome of an appeal could change the eligibility of other members of your household.
To appeal your Wyoming Medicaid eligibiity results, visit or call the i id Customer Service Center at 1-855-294-2127.
TTY users should call 1-855-329-5204. You can also mail an appeal request form or your own letter requesting an appeal to WDH-Customer Service

PERSON 1 should sign this ion. If you're an author: i ymlmaysgnhereaslongasPERSON]slmedAppemirC If you are

an adult acting responsibly for a child, ymmaysmlﬂelfymhavewnple’bedﬂppendlx l -

Signature [ Date signed (mmiddiyyyy) é, FK
-> I T T (

STEP 7: Mail completed application

Mail ywrsig'led application to:

Wyommg

o R s e e Department
application, it is not a valid application. '
of Health

Fax your Signed application to: 1-855-329-5205

Commit to your health.
E-Mail your Signed application to:
wesapplications@wyo.gov



Application Appendix C

Form Approved

Appf_‘ﬂdix C OME Mo, 05381151

Expires: 09302022

Help completing this application
For certified application counselors, navigators, agents, and brokers only
Complete this section if you're a certified application counselor, navigator, agent, or broker filling out this application for somebody else.

T-Rephcaton 37 63 g Authorized representative’s information

2 Furst name, Middle name, Last name, & Suffix

3. Organizagon name

4. ID number (if apphcable) [5. Agents/Brokers oaly: NPH number

You can choose an authorized representative.

You can give a trusted person pemmission to talk about this application with us, see your infermation, and act for you on matters related to this
application, including getting information about your application and signing your application on your behalf. This person is called an “authorized
representative.” If you ever need to change or remove your authorized representative, contact Wyoming Medicaid if you're a legally appointed send
proof.

1. Name of Authorized Fepresentative [First Name, Middle Hame, Last Name]

2 Mailing Address

3. City ‘-I. State ‘ﬁ. ZIP code

. Phone number 7. Organization name (if applicable)

— e e Signature of the applicant, power of attorney
(X SignatummPéRson1|is¢edmmisapp1majm 'Jﬂunm\v 9. Date signed (mm/odlyyyy) (POA) or guardian. A Copy Of the POA

L1 document or court order is needed if signed
Application signed by an adult for a minor applicant by the POA or guardlan'

Please provide the information below if you are an adult, signing this application on behalf of a minor and are not their authorized
representative. If you have signed the application, for a minor as an adult acting responsible for the applicant please complete the ./
information below. This application is a legal document and is signed under penlty of perjury. The signer should anly provide o)(\
information of which they have knowledge. Wyoming Medicaid may contact you if additional information is needed. Information

about the status of the application will not be released to you unless you are the authorized representative.

By signing.

~. [°
1. Name of Person Signing the Application (First Mame, Middle Mame, Last Mame) ,..
Wyoming
2. Address.
Department

of Health

Commit to your health.

T City

4. State |5.ZIF'|:=u-de

8. Phone number 7. Relationship io Apphcant

£ Name of facility/company/agencyii applicable)




Application Appen

APPENDIX D

Additional Assistance for Aged, Blind, or Disabled Persons

You DONT need to answer these questions unless someone in the household is applying for Medicaid coverage
because they are aged. blind. disabled. or wanting help with paying their Medicare premiums.
Please read all questions carsfully and complete each saction to the best of your ability. If you have any gquestions, you may

call the Wyoming Medicaid Customer Service Center at 1-855-294-2127, or the Wyoming Medicaid Long Term Care Unit at
1-855-203-2336

Estate Recovery

Before you apply, it is important that you know the State of Wyoming will pursue costs paid by Wyoming Medizaid from the estate of a

Medicaid recipient, age 55 years or older or any age when a Medicaid recipient was an inpatient in a medical institution when they
received medical assistance.

Tell us about who is applying.

PERSON 1 PERSON 2
1. Name First Middle First Middle
(First name, Middle name, Last name)
Last Last
2_ls this person curmently receiving or entitled to O ves O mo [ ves O me
Medicare?
I yes, Medicare number: If yes, Medicare number:
3. Has llhis person been cx:llvered by long term O ves O o [ ves O me
«care insurance that ended in the last three (3)
months? . .
I yes, date insurance ended: If yes, date insurance ended:
MM DD Yy MM DD Y
Reason nsurance ended: Reason insurance ended:
4_ls this person currently in a medical facility O vee O no O ves O e
or long term care facility, or do they plan to
live in a long term care facility? I yes. type of facility: I yes, type of facility:
O Hospital [ mursing Home [ Hospital [ Mursing Home
[ Assisted Living Facility [ Ascisted Living Facdity
O other____ O other_____
Mame of Facility: Mame of Facility:
Eniry Diate: Eniry Diate:
/ / /
MM DD YTy M|
5_Does this person require nursing heme level O ves O mo O ves O we
of care but wish to remain in their home or
require services based on a developmental

disability?

If the applicant is
requesting waiver

services, indicate it here.

IX D

- 4
oI
"
Wyoming
Department
of Health

Commit to your health.



Application Appendix D

e When a family member is being paid to provide

[ ves O Ne DNQ<

g. D::eztﬂ_lispﬁersgn have a Companion or Care
e Ty oot e | Hes e Qe e care, applicant must have an executed care
If yes. name of household member: I yes. name of household member:
contract.
O ves O Ne [ vee O e

B Is this person the dependent of a veteran?

If yes, relationship to weteran: If yes, relationship to weteran:
[ Spouse Cehild O Spous= Ochild

|:| Parent |:| Parent . .
Name o Vetera: Nome of Veteran: Annual payments from royalties or mineral
rights

Veteran's claim number:

WVeteran's claim number.

[ ves [ we

8. Does this person have any imcome not listed on
the Health Coverage Application?

If yes, type of income: If yes, type of income:

Examples include VA income, worker's
compensation monies, child support, etc.

Monthly Amount § Monthly Amount 3

10. Has this person received or are they O ves O no O ves O ne
expecting to receive a ons-ime payment,
such as a settliement, inhertance, _ Jate- If yes, please list the date:
retroactive payment, ete.? 1 yes. e se list the -
T 218 YrrYy T [3]x] oYY
Amount: § Amount: §
[ ves (M [ es O Ne

11. Does this person receive money as agifton a
monthly basis to pay expenses?
I yes, name of person providing payment: If yes, name of person providing payment:

Examples include:
- Gifted a car to grandchild 5}

- 4
o~

Monthly Amount §

Monthly Amount §
12. Has this person sold, trans = \;[es o ] :dc:medam " L1 Mo dat 2
given away any i i the past 80 ¥es. prease lisi : yes. p e .
BT e v, e e P PR - Sold a house, vehicle or >l
oies, burial spaces, ete- hem?:;“suld tmrll::fnened u:dY:dYur given Iten'b{H:'}wsold tmrll::fDerred w::::ur given 1 | h | .-
Hemt)sodraremed, raded Vi) sk pasiees, e, recreational vehicle Wyoming
s s - Cashed outa CD Department
' ' of Health
Amount received from transaction: Amount received from transaction:
Commit to your health.

3 3

Mame of person who received the item:

received the item:




Tell us about resources belonging to household members

Application Appendix D

Type

¥

M

Housshold
Member(s)

Amount

Financial Institution/
Company Name

Account Mumber

Cash on Hand

Checking Account

Checking Account

Direct Express

Savings Account

Savings Account

Able Account

Credit Union Account

MNursing Home Account

Certificate of Deposit

Stocks/Bonds/Annuities

IRA/401K/Keogh/Pension Plan

Burial Funds/Trusts

Pocled Trust

Special Needs Trust

Any Other Trust

Life Insurance

Annuity

Other Resources

Please review
each line with the
applicant and
mark an X on “Y”
or “N” for EACH
item

&
~

Wyoming
Department
of Health

Commit to your health.



Application Appendix D

Type ¥ | M Household Member(s) Value

Automobile

Automobile

Automobile

Automobile

Recreational Vehicle

Crops/Equipment

Tractors

Livestock

Property/Real Estate

Life Estate

Burial Space

Contract for Deed and/or
Promissory Note

Safety Deposit Box

Other Resources

%
Please review each line with the applicant >
and mark an X on “Y” or “N” for EACH item Wyoming
Department

of Health

Commit to your health.



Resource Standards
Aged, Blind or Disabled Programs

» Resource Standards

$2,000 Individual
$3,000 Couple

$130,380 Spousal Resource
Allowance

$3,259.50 Spousal Income
Allowance

L)

S5
%"
Wyoming
Department
of Health
ommit to your health




Resource Verification Requirements

Submit verification of all resources declared on

the Medicaid application:

Complete statement showing balance as of the first of the

month with transaction history, for the month of application.

Bank statements
Certificate of Deposits
Stocks and Bonds

Direct Express Card — balance as of the first of the month and

transaction summary
Applicant or representative may call (888) 741-1115
Enter applicant’s 16 digits card number or SSN, or stay on the line.
Automated phone system will connect caller to a Customer Service Agent from,

Direct Express. X
>
Additional bank statements may be needed if the applicant sold, wyorfmg
traded or transferred anything of value in the 60 months prior to Dgf;r;:f&m
application date e r—




Resource Verification Requirements

Life Insurance

Verification of type of policy, face value, and current cash
surrender value. The cash value of the policy will count when
calculating the applicant’s available resources. The applicant
can opt to assign a policy to a funeral home, write a statement
that the policy is to be used for funeral expenses, take loan
against the cash value or surrender the policy as part of the
spend down process.

Annuity
Verification of contract to include the terms, value, and access.
Burial Contracts X
Verification from funeral home showing the goods and >

. . . W ’
services and irrevocable assignment Department

of Health

ttttttttttttttttttt



Resource Verification Requirements

Trust

Complete copy, including schedule A showing current resources held by the
trust and any resources disposed of in the past 60 months

Vehicles

Include all vehicles whether or not they are currently registered. Applicant is
allowed ONE exempt vehicle that is deemed necessary for transportation
purposes.

Recreational vehicles

To include but not limited to all motor homes, 51" wheels, trailers (RV and
towing), boats, ATV’s, snowmobiles, and motorcycles.

Crops, equipment, tractors, livestock

If this is necessary for self employment, please include the most recent tax
documentation or business ledger.

Property X
List all property owned by applicant and their spouse, if applicable >
Wyoming

Department
of Health

Commit to your health.



Resource Verification Requirements

Contract for deed or promissory note
Complete contract and payment history.

Safety deposit box

Signed statement of contents. If items are of value, items need an
appraisal. (e.g., coin collection)

Mineral rights/ gas & olil royalties

Verification of income received for the past 30 days - annual statements
will be accepted if statement is identified as an annual statement.

Current market value estimate from a knowledgeable source.
Knowledgeable sources include:

Bureau of Land Management

- X
US Geological Survey
~
A mining company that holds leases -
Wyoming
Real estate brokers Department

of Health

Commit to your health.

Banks, savings and loan associations, mortgage companies and similar lendin
institutions



EMWS Eligibility Process Flow
N

Financial

eligibility [Nl

sl e Waiver
eligibility Staff

Slsieelniiiian e LTC Staff
iz« Send pending plan of
eligibility care notice

Develop
planof [N I\Cﬂase
anager
care
IK
Final LTCStaff e
activation Wyoming
Department

of Health

Commit to your health.



Additional Eligibility Requirements
Aged, Blind or Disabled

Level of Care
Determination (LT101)

Community Choices Home &
Community Based Waiver

Nursing Home

Hospice Election

Life Expectancy - 6 months or less

Hospice Election form and
<

physician’s statement are required. Wyoming
Department
of Health

ooooooooooooooooooo
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~




Additional Eligibility Requirements

30 day reguirement

Nursing Home and Inpatient Hospital Care
Remain in an institution for 30 consecutive days

Hospice
Complete 30 days of institutionalization prior to
Hospice election; or

Complete an election statement 30 days prior to
authorization of benefits.

)&
>
Wyoming

Department
of Health

ooooooooooooooooooo




Communication

Initiate closure when the client:
Admits to a facility.

Moves. If the client leaves the state a forwarding address
IS helpful

Voluntarily leaves program. A written statement from
client is required to close benefits during the PHE.

Client passes away.
Unable to contact the client.
No services within last 30 days.

K
>
Wyoming
Department
of Health

ttttttttttttttttttt




hank You!

Questions?

./ @
O
%t
Wyoming
Department
of Health




